INTRODUCTION AND OBJECTIVES: Urinary fistulae are an uncommon complication after abdominoperineal resection of rectal carcinoma. Fistula may arise directly from urinary tract injuries or indirectly because of abscess formation. Due to increasing survival rate after rectal surgery, management of such fistulas is becoming increasingly important as such fistulas cause many problems as regards to social aspects and quality of life. Such fistulas are rare to heal spontaneously due to chronic inflammation and fibrosis. Radiation may worsen this further. We describe our experience of treating this condition successfully.
INTRODUCTION AND OBJECTIVES: Urinary fistulae are an uncommon complication after abdominoperineal resection of rectal carcinoma. Fistula may arise directly from urinary tract injuries or indirectly because of abscess formation. Due to increasing survival rate after rectal surgery, management of such fistulas is becoming increasingly important as such fistulas cause many problems as regards to social aspects and quality of life. Such fistulas are rare to heal spontaneously due to chronic inflammation and fibrosis. Radiation may worsen this further. We describe our experience of treating this condition successfully.
METHODS: From 2003 to 2015, we retrospectively reviewed our surgical database at Kulkarni Endosurgery Institute, Pune, India. We searched for all patients operated for urethroperineal fistula complicating abdominoperineal resection of rectal carcinoma. We performed a chart review of surgical technique and outcome for correction of urethroperineal fistula by our novel technique of local tissue flap.
Surgically, a mini-nephroscope was used to visualize the urethral fistulous opening in the prone position. We proceeded to make an incision perineally passing through the site of the previous anus. Opening was done in layers until we reached the prostate and fistulous opening where urethral catheter were seen. Dissection of the tissues on the posterior surface of the prostate was done to make a local tissue flap. This was used to cover the fistula. Patients were followed at 1, 3 and 6 months for achieving dryness from discharge. A uroflowmetry and retrograde urethrogram (RGU) was also done.
RESULTS: A total of 5 patients were included for analysis. Mean patient age was 61.4 years (range 55 to 67 years). The overall median follow-up was 5.4 months (range 2 to 14 months). The mean fistula size was 8.4 mm, (range 5 to 12 mm) of 5 patients, 1 (20%) had previous surgery for fistula repair, and 4 (80 %) had no history of repair for fistula. All 5 patients had a successful outcome. 100% (5/5) achieved dryness and successful closure of fistula.
CONCLUSIONS: Our novel technique for repair of urethroperineal fistula complicating abdominoperineal resection of rectal cancer is technically reproducible with ease, feasible and gives good access to both the posterior urethra and perineum with high success rate. Furthermore, it avoids major trans-abdominal surgery.
Source of Funding: none

MP67-18 TWO-STAGE MANAGEMENT OF COMPLEX POST PROSTATE CANCER TREATMENT BLADDER NECK CONTRACTURE ASSOCIATED WITH STRESS INCONTINENCE.
Jan-Michael Pohudka*, Angelo E Gousse, Miami, FL INTRODUCTION AND OBJECTIVES: To present our experience with 2-stage management for complex refractory bladder neck contracture (BNC) after prostate cancer treatment (PPcaT) associated with urinary incontinence.
METHODS: A 10-year retrospective electronic medical record review was performed in patients who presented with stress urinary incontinence (SUI) associated with complex BNC after PPCaT, IRB approval obtained. Treatment consisted of deep hot-knife Bladder Neck Incision (BNI), followed by cystoscopy at 2 months. If stable, healed, and patent, an artificial urinary sphincter (AUS) was placed. Recurrent BNC at 2 months was treated with a second BNI or a 3rd BNI until patency was achieved.
RESULTS: 78 Patients with BNC were identified with median age of 77 (58 -93) years, body mass index 31.1 (21.8-66.8) kg/m 2 , and follow-up of 56 (6-118) months. 55/78 (70.5%) underwent Radical Prostatectomy (RRP) and radiation treatment and 23 (29.5%) RRP alone as PPCaT. Of the 78 patients who had successful management of the BNC, 58 (74.4%) underwent AUS implantation by a single surgeon (AEG) with the exception of two. The remaining declined or were unable to proceed for various reasons. 39/58 who underwent AUS (67.2%) had a history of radiation resulting in 6 poor outcomes leading to AUS removal: 4 Erosions, 1 persisting incontinence, 1 device scrotal infection. Of the 19 (32.8%) non-radiated patients who underwent AUS there were 4 poor outcomes: 3 erosions related to transurethral manipulations by non-urology providers, 1 Fistula formation. Symptomatic recurrent BNC after AUS implantation was noted in 15/58 (26%) patients: 10 in radiated patients and 5 in nonradiated patients. Recurrent BNC were successfully treated using a 12Fr resectoscope/ hot knot in all cases. No erosion resulted from post AUS transurethral BNI. Only 2 patients required more than 2 BNC post AUS implant. An AUS was never removed to manage BNC. No patient required urinary diversion. The overall long-term success rate was 82.76%(continent and patent bladder neck).
CONCLUSIONS: This represents the largest series ever reported with the longest follow up in the management of complex BNC and SUI after PPcaT. Patients can be safely managed with hot-knife incision, followed by AUS, with the majority of cases achieving continence and outlet patency.
Source of Funding: none
MP67-19 URETHRAL STRICTURE AFTER HIGH-INTENSITY FOCUSED ULTRASOUND
Martin Hofmann*, James Furr, Joel Gelman, Orange, CA INTRODUCTION AND OBJECTIVES: Standard treatment of localized prostate cancer includes prostatectomy and radiation. Urinary complications of these techniques are well documented and classically involve the bladder neck and bulbomembranous urethra, respectively. High-intensity focused ultrasound (HIFU) has emerged as an option to treat localized prostate cancer in certain patients. Among the most commonly reported adverse effects is urethral stricture. However, the nature of urethral stricture following HIFU has not been well characterized. We sought to report our experience with urethral stricture after HIFU.
METHODS: We reviewed our prospectively maintained database for patients referred and evaluated for urethral stricture after having been treated with HIFU. Patients were evaluated with retrograde urethrogram, voiding cystourethrogram, and cystourethroscopy. The location of the stricture was noted in each case. In those patients who were treated, the method, outcome, and number of treatments were noted. Patients who had not had an appointment within the preceding three months were called by telephone to determine whether they had undergone additional procedures and to assess symptoms and catheter status. RESULTS: We identified 11 patients who had been referred for urethral stricture after HIFU. Strictures often spanned multiple urethral segments. Affected areas included the prostatic urethra (9/11 patients), bladder neck (5/11), and membranous urethra (4/11). A total of 24 procedures were performed on 11 patients including seven performed prior to referral. Procedures included SPT placement (2/24), dilation (2/24), balloon dilation and transurethral resection of prostate (5/24), bladder neck incision (7/24), direct vision internal urethrotomy (3/24), artificial urinary sphincter placement (2/24) and salvage prostatectomy (3/24). Five patients experienced a recurrence requiring additional procedures (45.5%) and five patients remained symptomatic, required a catheter, or were pending further workup at time of last follow up (45.5%). Two patients had not been seen within the prior three months and could not be reached by telephone.
CONCLUSIONS: Urethral complications of HIFU tend to involve the prostatic urethra. Whereas radiation urethral injuries limited to the membranous urethra are amenable to urethroplasty with excision and primary anastomosis, HIFU injuries require salvage prostatectomy for open management, a particularly challenging surgery. Our findings
